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D © SUMMARY STATEMENT OF DEFICIENGIES ip PROVIDER'S PLAN OF CORRECTION . i)
PREFIX {EACH DEFICIENGY MUST BE PREGEGED BY FULL . FREFIX {EACH CORREGTIVE AGTION 8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
to . . DEFIGIENCY) ]
F.ODO lNlTlAL COMMENTS . F °9° Oskmont Manor does not believe
An Abbreviated S et AHO ‘ and does not admit that any
| An revia urvey investigating . deficiencies existed, either before,
KY00015616 was Initiated on 11/22/2010 and - during or after the survey. Oakmont

concluded on 11/24/2010, ARO KY00015615

was substantiated, and deficiencies cited with the Manor reserves all rights to contest

highest §/S being & 'G. ' t?lxe survey findings through informal
F 157 | 483.10(b)(#1) NOTIFY OF CHANGES F167| disputeresolutian, farmal legal
886 | (INJURY/DECLINE/ROOM, ETC) _ appeal proceedings, or any

. . - . administrative or legal proceedings.
A facllity must immediately. inform the resident; ' This plan of correction does not
't ounsult with the resident’s physiclan; and if . . * constitute an admission regarding
known, nolify the resident’s legal representative any facts or circumstances .
of én Interested family member when there |2 an surrounding any alleged deficiencies

accident involving the resident whioh yasults in

injury and hais the potential for reguiring physician to which It responds, nor Is meant

Intervention; a significant change In the residents to establish any standard of care,

physical, mental, or psychasocial status (l.e., a contract obligation or position.

deterloration in health, mental, or psychosecial - g Oakmont Manor reserves all rights

status in either [ife threatening conditions or to raise all possible contentions and
.| clinical comp!lcatinns); a neqd to alter treatment , defenses in any type to civil or

significantly (.., & need to discentinue an criminal claim, action, or

existing form of treatment due to advarse - proceeding. Nothing contained in

conseguences, of to gommende a naw.form of
treatment); or a decision to transfer or discharge
the resident from the facility @5 speciied In’

this plan of corraction should be
considered as a waiver or any

§483.12(a). ' . potentially applicable peer reviaw,
quality assurance or self-critical
The facliity must also prompily notify the resldent examination privileges which
and, if known, the resident's legal representative Oakmont Mancor does not waive,
:{l Interested-family member whenthere is a ' and reserves the right to assert in
ange in room or roommate assignment as A

shecﬂgied In §483.15(e)(2); ora chgango in ECE lm%’ s:'::“’fé:e":;z" criminal
resident rights under Federal or State law or . e
regulations as specifisd in paragraph (b)(1) of JAN = |4 Ggjqyont Menor offers its
thig section. responses CrEdIb|E allegations of

. . : [ complia® and plan of correction
The facility must record end periodically update |~ [ SEPATEOrits ongolng efforts to
the address and phone number of the-resident's provide quality of care to our
legal representative or interested family member, residents. :

GTOR OR PROVIEQSUPFLIER REPREGENTATIVE'S BIGNATURE _ “YmE )OATE -

AANMEL, | NI 'l\

(s msnl andmg with an asterisk (") denoted a deflclancy whish the institutlon may be exoussd from cormreatin, g providing i Is da!armlnad that

muefds provide sufficient protection to the patients. (Sea natruclions.} Exsept for nursing homes, the findings atated above ase discipsable B0 days -

I‘o!ioMn?mh date of survey whether or not a plan o comection 1s providad. For nursing homes, the sbove fintings and plans of oorrection ang disclosable 14 -
daya following the tgalo theae documenis are made e.miublo 10 the faolity. if defiolencles are oited, an approved plan of comection i requisite to continuad

. program participation

LABORATORY DiR
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{tis and was on the day of survey

| the policy of Oakmont Manor to
This REQUIREMENT s not met as evidenced .| immediately inform resident,

| by: . ,
.Baséd on interview and record review, it was , consult with the resident's :
determined the facility tailed to ensure the .| physician and if known, notify the
physician was notified of a changs In status for legal representativa of a need to
two (2) of nina (8) sampled residents (Residents alter treatment significantly.

. | #1 and #3). Residents #1 and #3 dld not have
adaquate bowel elimination, as defined by the

facliity's bowe! protocol, for psriods ranging from - _ 1. Resident #1 no longer resides

four {4) to twenly (R0) days. There was no at Oakmont Manor. Resident #3's

documented evidence the taclity's Bowel Care _ physician has been notified of bowei

P’:ﬁ?"‘:} W:fmp';m%"g::é Inﬁlugolpagntgien h elimination pattern and treatment

notification of the resi igi e o

resident failad to have bowérmyosvements. ' plan s in place. Completeq on
November 29, 2010 by Unit

Althaugh Interview and record review revegled - Coordinator,

Resldent #1 did not have regular bowe! _

movements, there was no evidance the resident's 2. All residents bowe! elimlnation

rhysician wes notified roparding the residsnt's

4 h b
ack of bowel movernents. Resident #1 was logs have been raviewed to ensure

agmitted to the hospital on 10/16/10, with ' proper bowel ellmination has been
diagnoges Including constipation and fecea! . achieved and physician was notified
impaction. ' : of any issues identified. This was

completed on November 29® by the

The findings include: unit coordinator and reviewed by

Raview of the.tacllity's Bowel Care Protocol + [ QAnurseand DON.

(BCOP), which was not dated, revealed a resident As of November 29™ The Quality

must have at least one (1) large or two {2) -' . Assurance nurse and Director of

&?&cﬂh&?ﬁtﬂ?%ﬁ?ﬁg every three (3) days Nursing re.view all daily shift raports
and physician’s orders to ensure the

According to the facility's Bowel Care Protocol, if resident’s physician has been notified

three (3) days elapso without adequate bowel of any need to alter treatment

elimination bowel movements, the following steps significantly

should be taken, beginning with Step 1, then 2 ' '

and so forth:
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,9"2 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
REFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
REGULATORY OR L0 IDENTIFYING INFORMATION) TAGQ S-REFERENGED 1O THE APPROPRIATE DATE
e - T - DEFICIENGY)
F 157 | Continued From page 2 F1687{ 3. Anin-service was conducted on
1. Mili of Magnesia (M. O.M.) 20 mi po, if no Dacember 6th, by the Director of
resulls In 24 hours, Nursing for all licensed nursing staff
2. Dufcalax Suppositary 10 mg rectally, if no ursing
rasults In 12 hours, reviewing physician “Ot'f'cat"’“
3. Fleets knema, requirements.
4. If no resuits, or inadequate results wih
Fleats Enama. 1000 ml soap suds anema x ey i
2, if atill inactequate resutts. notify Physician, 4. Aslpart of the facility’s ongoing
Quality Assurance Pragram the
Review of the facllity's Changes in a Resident's Director of Nursing and/or the
Candiltlon or Status Palicy revealed the Physiclan Quality Assurance nurse will review
was fo be notified of changes in the resldent' inati ds daily and
condition and/of status. b?wel glimmatlon records daily
will review all MD orders and shift
' reports to ensure any significant
| 1. Review of the clinical tecord revealed change in needs of resident are
Resident #1 was admitted with diagnosss which the MD.
included Diabstes, Hypertenalon, Peripheral riportadl:o F the audit will be
Vasoular Disease, Coronary Artery Disease, and The results o .
Chronic Renal Failure requiring Hemadialysis. _reviewed by the Quality
Review of the Bowel Inf tion Trackdng Lo Assurance Committezon a
oview owe| Informatio gs :
for September ant Octobor of 2010 revealed no ronthly basis for S'Tlmonths
documented evidence Resldent #1 had a bowel to determine compljance.
movament for the elaven (11) day period between
09/24/10 and 10/04/10. Continued review December 7, 2010
revealed the resident had a medium bows!
movemant on 10/07/10, a small bowe) movement
on 1010/10,end a small bowel movement on
.| 1071910,
Application of the facmvs bows! protacol to
Resldent #1°s bowe! record revealed the resident
did not have an adatuate bowel movement for
twenty (20) days, from 09/24/10 to 10/14/10.
Continued reviaw revealed no evidence the
resident's physician was noliied of the residam‘ .
lack of bowe! movements.
FORM OMB-2887(02-99) Frevious Versions Obetiete Svent ID: PING1Y Facity 10 100820 I# continuation shoet Page ®of 34
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Interview with the attending phyanclan on 11/24/10
at 4:45 PM revealed he had never recsived a call
from the facllity related to the residant's
constipation or lack of bowel movements.:

Review of the Nurse's Notes dated 10/08/10:at
1:00 AM, and signed by Registered Nurse (RN)
#1, revealed Resident #1 complained of
nonsllpatlon and received Lactulose earlier in the
shift. ‘Continued review revealed the resident told
the nurse ha/she would need an enema if the
Lactulose did not work, Review of Nurse's Notes
for the remainder of the shiit revealed no
indication of the resuits following the Lacluloss,
no evidance the physician was notified, and no

* | report of an enema being offerad to the resident.

Interview with Reglsterad Nurse (RN) #1 on
11/24/10 at 3:45 PM revealed she recalled
Rasidant #1 complained, "one night" of
gonstipation and needed an enema. The nurse
stated she called the doctor, who sald she could

‘give an enema, which she attempted to

| administer. The RN explained the realdent

‘| refused the enema and said, “i dor't want it, it .
wouldn't help anyway.” Continued lnterviow
revealed RN #1 recailed finding a containgr of
glycerine suppositories on the reeldent's badside
table. She stated she locked the medication In
the medication carl and adviged the reskient she
would obtain a physiclan's order for the

| suppositories, but dld not call the physlclan to
obtain the order. - -

Review ot the Nurse's Notes dated 1016/10 at
5:00 PM revealed Residont #1 complained of
"pain in stomach, just not feeling well, nausesa,
chills.' Continued review ravealad the residant
had a temperalure of 101.1 degraae Farenhselt
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F 157 | Continued From page 4 ' F 167

and the spouse requasted the resident be sent to
the hospital. Further review of the Nurse's Notes
reveaied the resident was sent to the hospital, by
ambulance, at 5:16 PM. Further review revealed
a oall was received from the hospital at 11:30 PM,
infarming the facility the resident had been
admitted with abdominal pain and constipation,

. | During interview, on, 11/23/10 at 8:30 AM,
- | Resldent #1 reporied a long history of
constipation which required the use of five (6) to
six (6) Colace tablets (a stoot softener) twice a
day. The resident reported the use of a "Fleets’
suppository "at least twich a'wesk.” Further -
interview revealed Resident #1 reportad he/she
| "begged them every d#:" to get an order for a
"Floeta" suppoeitory. The resident stated different
nurges sald they would contact the doctor for an
ordar, but the resident dki not believe they dld
hecause no suppositories were ever .
administerad. The resident stated, "i bagged
them, they ignored me. Thay let me lay there and
alimost die, If it wasn for my (spouss), | would

‘have died. Naw here | lio.

Interview with the spouse of Resldent #1 on
11/23/10 at 2:30 PM revealed Resident #1 was
admitted to the hospital on 10/16/10.. Continued
Interviaw revealed the spouse had spoken o the
reskdent's surgeon after Residem #1 undsrwent
surgery on 10/21/10, The spouse reported being
10ld by the surgaon the resident's bowel had

| bursl. in addition, the spouss stated he/she was
told the resident was so impaocted, the bowe! was
dead and the resident required placement of &
colostomy. Further Interview revealed the spouse
had apoken to the resident's atlending physicien,
who had cared for the resident at the nursing
home, and the physiclan reported hg had never

PORM OMS-2567{02.90) Previous \arsiona Obsolots Event IDx PINB11 Facllily |D: 100523 . i1 gontinustion sheet Page B of 24
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F 157 |-Continued From page 5 . F 167|.

been called by facility staff aboul the resident's
lack of a bowe! movement, Tha spouse further
stated different nurses at the faclitty 2aid they
would call the doctor, But they never did.

During interview on 11/24/10 at 4:45 PM, the
attending physjclan for Resident #1 stated he had.
spoken to the surgeon, who reporied the resident -
had a fecal Impaction on admission to the : i )
hospital, with perforation of the bowel after '
admission to the hospital requiring surgical
Intervention. - :

2, Review of Realdent #3's clinical record
revealed an admission date of 05/18/08 with
diagnoses which includad Dementia with
Dalugions and Congtipation.

Review of the August-November 2010 Monthiy
Physicians Orders revealed an order for

| Lactulose {laxative) 30 milliliters (mi) by mouth

| once daily as needed due to constipalion and an
order for Bisagodyl (Dulootex) 10 milligrams (mg)
suppository rectally once dally as needed for *
constipation, '

Review of the August 2010 Bowel Information
Tracking Log revealed no documanted evidence
of a BM from August 29-31 (3 days).

Review of the September, Qotober and
November 2010 Bowel! Information Tracking Logs
revealed no documented evidence of adequale
BMs, as defined by the facilily's bowsl protocol,
from September 15-October 2 (18 days), October
8-17 (10 days), and October 18-22 (4 deys),
Further review revealed no documentsd evidence
of adequate BMs trom Qctabsr 26-November &
{11 days) and November 8-23 (16 days).

FORM CMS-2507(02-99) Previous Vergions Ousolaie Evant ID: FIN&11 Fadilty it): 100823 If continuation shee! Page 6 of 24




vall, 70 LVl 1+ 1 FTH VARIMNOHL WmallOl - e W, /gqaid—-—-—r. | }—
' ' PRINTED: .12M0/2010 -
DEPAATMENT OF HEALTH AND HUMAN SERVICES ' . . FORM APPROVED
CENTERS FOR MEDI : L — _ ) 0 0838-
STATEMENT OF DEFIGIENCIES (1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONBTRUGTION {X3) DATE SUIVEY
ANO FLAN GF CORRECTION IDENTIFICATION NUMBER: COMPLETED
' A BUILDING e
185250 @ WING — 11/24/2010
NAME OF PROVIDER ON SUPPLIER . STREET ADDRESS, GITY, STATE, ZIP COUE
1100 GRANDVIEW DRIVE, P O BOX 832
‘ OCAKMONT MANOR | v FLATWOODS, KY 41130
(X4} 10 . SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDEA'S PLAN OF CORREGTION (i5i
REFIX (EAGH DEFICIENCY MUST BE PRECEGED BY FULL PREFI (EACH CORRECTIVE AGTION SHOUWLD BE ** COMPLETION
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAG' |'  GROBS-REFERENGED TO THE ARPROPRIATE DATE
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Review of the August-November 2010 Nurses
Notes revealad no documented evidénce that the
Physiclan was notified of the residant's condition
or status regarding bowal elimination.

Interview on 11/24/10 at 10:30 PM with Licensed
Practical Nurse #1 revealed the Bowel Cara
Protocol wag not followed. Resident #3 should
heve recelved Lactulose, Dulcblax, and Fleats
enema several times. She stated she was unable
to find documentation the Physician was notified - "

of the change In bowel elimination, Itis and was on the day of';t..'llrvey

PUFUSURUNT S

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F309| : the policy of Oakmont Manor to
88w [ HIGHEST WELL BEING provide the necessary care and
Each resident must receive and the faglity must sz.arwces to atF 3in or maintain the
provide the necessary care and services to attain highest practicable physical,
or malntain the highest practicable physical, mental, and psychosocial well-
mental, and peychosocial well-being, in - baing in accordance with the

accordance with the comprehensive assessment

comprehensive assessment and
and plan of care. P

plan of care.

. ' 1. Resident #1 no longer resides
This REQUIREMENT s not met as evidenced at Oakmont Manor. Residents #3,

by. .

B‘;ssd on Interview and record review it was #4, and #7 have a routu:;e bowel
determined the-facliity falled to ensure necessary pattern established. This was

care and serviess were provided for the residents’ completed on November 29" by
physical well-beings for four (4) of nine (9} ) the Unit Coordinator.

sampled ire\sldants fR'esidente #1, 48, #4, and )

#7). Residant #1 did not have uata bowel oy

elir)ninatlon. per faclity pmthool??;thenty (0) - : 2. All resident’s bowel flow sheets
deys. As a result, Resident #1 was admitted to - have been reviewed to ensure an
t:" :llspgfa:i;il:\ a sﬁvefe ::cﬂ't Im ‘gn- Ouring acceptable bowe) pattern. This was
the hospitalization, the resident suffered.a i

perforated bowel with sepsis, and required rNe:mwid b\zr;hsoﬂlg Aurse on
placament of a colostomy. vember 23, .

FORM OMSQBM(OQQO} Previcus Vorslans Obsolate Even! (D PING11 " Paciily ID: 100528 i continuation sheet Page 7 of R4
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_ 3, Daily the charge nurse will
There was no documented evidance Resident #3, review the bowel sheets and
#4 arid #7 experienced bowel movements for implement the bowel program
.| periods ranging from four (4) to eighteen (1 8) P
days. Thera was no dosumented evidenca the for any resident who has not
facility followed ite Bowel Care Protoco! regarding | ~ had an adequate bowel movement
the administration of medications and notitication in three days. '
of th;ﬂﬁgﬁ;gﬁ;?iﬁ:ﬂm who did not have An in-service was conducted
o ) by the Director of Nursing for all
. The findings include: licensed staff on December 1st, to
Revi F e facilty's Bowel Care Protocal review the Bowel Protocol.
ewoteam s Bowe! Care Proto .
(BCP}, which was not dated, revealed a resident 4. As part 9f the facility's ongoing
must have at least one (1) large or two (2) Quality Assurance Program the
medium bows! movements emree (3) days, QA.nurse will monitor the bowel
to ba considered adequate. ing to the and Thursda
faclity'a Bowel Care Profocol, if & resldent has shegts e.verv Mfmdav Y
gone three (3) days without adequate bowel for a period of six months to
elimination one large or two medium bowel ensure all residents are having
movements u;e“ﬂllm should implemanl bowel movements at least
\reatment as follows:
1. Milk of Magnesia 30 milliliters {ml) by mouth every thres days.
(pv), and i no results in 24 hours, 2. Dulcolax
Suppasitory 10 milligrams {mg).rectally, and if no Results of the aforementioned
rasu:w In12 h::rs. t3 Flﬁet& En;ﬁm:i 4i it EnO audits will be reviewed by
rosults, or inadequate results, w gels Enema, i C ittee
1000 ml s0ap suds enema x 2, and if atil Q“a':;‘: Afs"‘“"f"“" ‘t’:; o
inadequate results, notify Physiolen. monthly for six man
| determine compliance.
1. Review of Resident #1's closed record
revealed an admisston date of 09/24/10 and December 2, 2010 |
dlagnoses which included Dlabetes, Coronary '
Artery Disease, and Chronic Renal Fallure, which
required Hemadialysis,
Reviaw of the Admisaion Minimum Data Set
(MDB8) Assessment datad 10/06/10, revealed the
FORW CMB.2867(02:99) Pravious Vetsions Obaolets Evont ID: PNt Facilly [D: 100529 If sontinuation sheet Page a of 24



Jaltn e LV AR VaRrinof v mafbr ’ WU {150V LTI

PRINTED: 12/10/2010

' DEPARTMENT OF HEALTH AND HUMAN SERVICES ' a | FORM APPROVED
'CENTERS FOR MEDICARE & MEDICAID SERVICES ' . - OMB NO, 08680391
STATEMENT OF DEFICIENCIES (Xl) PFROVIDER/SUPPLIGRIOLIA (X%) MULTIPLE CONSTRUOTION (X8) DATE BURVEY :
'| AND PLAN OF GORRECTION : IDENTIFICATION NUMBER: ! * OOMPLETED
A. BUILDING ,
‘ G
B. WING
. 185250 i - 1172412010
NAME OF PROVIDER OA SUPPLIER ' SThEEY ADDﬁEss, Oiw. GTATE, 2P GODE
'l 1100 GRANDVIEW DRIVE, PO BOX 622
OAKMONT MANOR - . FLATWOODS, KY 41139
P TRE 'SUMMARY STATEMENT OF DEFIGIENGIES ID PROVIDER'S PLAN OF CORREGTION 18).
PRER|X {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PAEFIX ' {(EACH CORRECQTIVE ACTION SHOULD BR COMPLETION
TAG . HEG!HATORY OR LBC IDENTIFYING INFORMATION) TAS Oﬁﬂss "REFERENCGED TO THEAPPHOPﬁIATE ' DATE
, ’ . DEFIGIENCY) '
F 309 | Continued From page 8 F 309

tacllity assessed the resident as being able to
complete the Brief Interview for Menta! Status
astistactorily and did not réquire further
assessment of cognjtive slatus. Review of the
Functional Status portion of the MDS revealed the
taclity assessod the resident as being 1otally
depandant on staff for toiteting, In addition, the
facility dssessad the resident as not having
constipation. However, review of the Nursing
Assessment Quarterly Summary dated 10/06/10,
revealed bowsl constipation was present. -

Review of the Bowel and Biadder Evaluation
section of the Admission Nursing Assessment
dated 08/24/10, revealed Resldent #1 wes
assessed &s being continent of bowel, However,
the facility failad to identify the presénce of
congtipation, the use of laxatives and/or enemas,
and the date of the resldent's last bowel
movament as components of the assessment,

Review of admlission Physictan's Orders revealsd

Resident #1 had an order, dated 08/24/10, for

Senokot at badtime, aa needed for constipation,

| In addition, a physigian's telaphane ordar for

. | Léctulose (a laxative), to be given dally as
nesded, was recaived on 10/05/10,

Review of the Bowel Information Tracking Log for
September 2010 revealed no dgcumented
evidence Resident #1 had a bowel movement
between 08/24/10 and 09/30/10. Review of the
Bowel Information Tracking Log for October 2010
| revealed the resident had-a smafl bawal
movement on 10/04/10, eleven {11) days after '
aumisston to the facllity,. Conlinued review
revealed the regident had 'a medium bowel
movement on 10/0710, a small bowel movement
on 1011010, and & small bows! movement on -

FORM GM8-2607(02-88) Pravious Versions Obaclete Evant 1D P1NG11 Fanility ID: 1005623 : |F pontinuation shéet Page 9of 24
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 given.

| Lagtulose didn't work. Review of subsequent
.| Nurses Notes for the shift and for the following

10/13/10. The resident was noted to have had a
large bows| movement on 10/14/10. According to
the log, Resident #1 failed to have an adequate
bowel movemant for twenty (20) days, from
08/24/10 to 10/14/10, as identitted by the fecllity's

ppllcy. _ .

Review .of the Medication Administration Record
(MAR) revealed the resideht could be
administered Lectulose (laxative) every day, as
headed for constipation, however the resldent
recelved the Lactulose on 10/05/10 at 11:45 AM,
and 10/08/10 at 1:00 PM only. Continued review
of the MAR revealed the resldent could be given
Lactulose evety day as needed for constipation,
and Senokat at badtime as needed for
constipation, Further review revealed there was
no documented evidence the Senokot was given
throughout the resident's stay; and there was no
documented evidence a Dulcolax suppoaltory, &
"Fleéts" enema, or a eoap suds enema wera ever

Heview of the Nurges Notes dated 10/06/10 at -
1:00.AM, and signed by Reglstered Nurse (RN)
#1, revealad Resident #1 complained of
gonstipation and recsived Lactulose earlier in the
shift. Continued review revealed the resident told
the nurse an enema may be needed if the

days revealed no further reference to the
resident’s compaint, results foliowing the
L.actulose, the adminigtration of an enems, or
notification of the physician regarding the
resident's lack of adequate bowel movements.

interview with RN #1 on 11/24/0 at 3:45 PM

revealed she recalled Resident #1 complained
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The nuree stated she called the doctor, who aald

attempted to adminlster the enema to the
resident, who then refused it by saying "I don't
want It, it wouldn't heip anyway." RN #1 stated
she told the resident she would get a physiclan's
order for the suppositories. She further stated
she.did not call the physician hersaif, but passed
it along in repont.- RN-#1 was unable to racall
Reslident #1 aver having & bowel movement,
during the resident's stay ai the facility.

Intarview with Cerlifled Nursing Assistant (CNA)
#2 on 11/24/10 at 9:40 AM and CNA #1 on
11/24710 at 10:10 AM, rovedlsd they had
pravided care to thig resldent bul could not recall
| Resident #1 voleing concerns related to being
| constipatad. Neither of the CNAg could recall the
| rgsident having a bowel movement during his/her
stay at the faoility.

Interview, on 11/24/10 at 12:40 PM with Licensed
Practical Nurse {LPN) #1, who provided care to
this resident, revealed she did not recall if
Realdent #1 had any.complaints related to
constipation or not having-a bowel movement,
LPN #1 indicated ghe did not recall the resident
raquasting a suppository. .

Interview, on 11/14/10 at 4:55 PM, with the Unit
Manager (UM), where Resident #1 reslded,
reveaiad the Bowel Protoco! should.be initiated
for any resident who did not have abowel
movement in three (3) days. She stated the
administration of PRN (as needed) medications
should be documented on the MAR. The UM
explained she reviewed the bowel logs three (3)
times & week but had not identified a problem

“"ong night” of constipetion and needed an enema.

she could give an enema, She further stated she |,
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with Resident #1, or the lack of bowe!
movements, After reviewing the Bawsl Tracking
Information Log with the surveyor, the Unit -
Manager expressed surprise the resldent had
gone g0 long without a documented bowel -
movement. 8he further stated she did not recall
Resident#1 complalning of constipation or asking
for an order for a suppasitory.

Review of the Physioal Therapy-Progress Report
dated 10/07/10 revealed after therapeutic
exercises Resident #1 *began to cry with
abdominal pain from lack pf bowe! movement.”
interview with the Therapy Assistant on 11/24/10
at 11:10 AM revealed she only saw Resldent 41
twige. She recalled the resident said she was
really constipated and stafed, "my stomach Is
klling me, I'm constipated.” ‘During follow-up
Interview on 11/24/10 at 4:00 PM, the Therapy
Assistant stated she did not recall reporting the
rasidant's complaints to nursing ataff.

Review of the Nurse's Notes dated 10/16/10, at
8:00 PM revealad Resident #1 gomplained of
"paih in gtomach, Just not festing well, hausea,
chills." Cantinued review ravealed the resident
had & temperature of 101.1 degrees Faranheit.
The spouse requested the resldent be sent to the
hospital. The Nurse's Notes revealad the
rasident 'was sent to the hospital, by ambutdnce,
&1 5:156 PM. The Note indicated a call was
received from the hospital at 11:30 PM, informing
the fadility the resident had been admilted with
{.abdominal pain and constipation,

Review of the hospital record revealed Resident
#1 was sdmitted to the intengive Care Unit on
10/16/10 whh diagnoses which included .
Abdominal Pain and Conatipation. Review of

FORM OMS.-256'{02.09) Pravioua Varalone Obattote Event 10:PINBW . Faclity 1D; 100523 , if continuation sheet Page 120124
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Emergency Room records revealad the resident
compiained of abdominal pain rated with a
saverity of eight (8) on a scale of ten {10).

Review of the abdominal x-ray dated 10/16/10,
rovealed a ‘markedly large amount of stoal in the
ractosigmoig portion of he colon most conslstent
with severe constipationimpaction.” Review of
the Computerized Témography (CT) scan of \he
abdomen dated 10/16/10 revealed *zevara
Impaction of the rectosigmoid with stool.”

The hospital's History and Physical (H&P) dated
10/17/10, was reviewed and revealed the
physician assessad the resident to have severe
constipation. The resident was noted to have
been anxious, with abdominal pain and sluggish
bowel sounds. A rectal exam revealed hard stool
[0 the reclum. At the time of dictatlon of the H&P,
the resident had recsived two (2) Fleets anemas
with resulta of two (2) moderate bowel
movements. .

Review of the Surgical Consull dated 10/18/10
revealed Resident #1 had a "severe stool
impaction.” Aggresslve laxative therapy was
initiated, The Surgical Consuli dated 10/18/10
revealed Resident #1 had a bowel-to-bladder
istule’ (@ connaciion betwesn the intestine and
the blatider which aliowed fecal malerial 1o spil
Tinto the bladder), In addition, the resident was
diagnosed with sepsis, a condition of "destruction
of tissues caused by, disease-causing bacterla or
thelr toxins" (The Bantam Medical Dictionary,
2008).

Review of the Infectious Disease consuit dated
10/18/10, revealed Resldent #1 was assessed lo
have sevete constipation, severs abdominal pain

FORM CMS-2507(02-09) Previous Virsions Obiolete Even! ID; PINSYY Fadiiity [D; 100583 if gontinuation shest Page 130/ 24
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Continued From page 13
. | "worrisome for perfarated howel*, and sepsis.

. !Eus-ﬂlled) fluid was suctioned out, A Colovesical

. | "Fleets" supposifory "t least twlce a wesk.” The

_ | Restdent #1 reporied he/she *begged them

The Operative Repon dated 10/21/10 was
reviewed and revealed Resident #1 underwent an
Exploratory Laparctomy. Continued review
reveeled feculent peritonitis (inflammation due to
contamination with feces) was present throughout
the abdomen, Two (2) liters of purulent

owel-to-bladder) fistuta was (denttiled, with the
bladder containing feoal material as well. A
colectomy with colosiomy was performed, the
listula was repaired, and & supra-pubic urinary
catheter was placed.

During interview on 11/24/10 at 4:45 PM, the
attending physician for Reslident #1 ataied he had
spoken to the surgeon, who reporied the resldent
had-a fecal Impaction with perforation of the
bowel. The attending physician denled having
received a call from the facility retated to the
resident's constipation or inck of bowel
movements.

An Interyiew was conducted with Resident #1, on
11/23/10 at 9:30 AM, at the nursing home he/she
reskios ot this time. During the interview the
realdent expregsed having a long history of
constipation whish required the use of five (8} to
gix (6) Colace tableta (a stool softener) twice
dally. In addition, the residem reported the use of

resident expressed having a history on going four
(4} days without 8 bowel movement. The resident
stated, "l knew | had to stay on i, that's why | took
so-mueh Coldce.” Further interview revealed

(facility steff) every day” to get an order for a

Fleet's suppositery. The resldent stated, "I

F 309|,
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’ begged them, they ignored me. They let me tay
there and aimost dle.

‘Interview with Resident #1's apouse, on 11/2310

| at 2:30 PM, revealed Resident #1 waa admiited to
the hospital on 10/16/10. The spouss ndlcated
hefshe had spaken to the resiient's surgeon after
Resident #1's surgery and was told the resident's
bowal had burst. According to the spougs, the
surgeon further reported the resident was 8o
impacted, the bows! was dead and the'resident
requirad a colostomy. Furlher interview revealed
the spouse had spoken to.the resident's attending
physician, who had cared for the resident at the
nurging home, and the physiclan reported no one
had ever called him aboul the resident's lack of a
bowel movement,

12 Review of Resident #3's clinical recard ,
revealed dlagnoses which Inoluded Dementia with
‘Delusions and Constipation.

| Review of the August-November 2010 Monthly
Physlolans Ordars revealed an order for
Lactulose (a laxative) thirty (30) m! by mouth once
daily as needed due to constipation and an-order
for Blzacody! {a laxative) 10 mg Supposliory
rectally once dally as needed for constipation.

Review of the Augus! 2010 Béwe! Information
Tracking Lola revealed ho dosumented evidence
of a Bowel Movement (BM) from August 28-31 (3
daya). Review of the Medication Adminiatration
Record (MAR) revealed no documentad evidence
the prescribed medicallons were providad to the
resident. .

Review of the SBeptember and October 2010
‘Bowel Informatlon Tracking Logs revealed no

FORM CMS.-2857(02-90) Provious Vorsions Ddsoke Buant ID:P1NEY1 Facliity tD: 100625 It continuation shast Paga 15 of 24
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| medications. were given,

. -| October 26-November B (11 days) and November
8-23 (1€ days). Review of the October and

Continued From page 158

documented evidencs of adequate BMs, as
described by the facility's policy, from September
15-October 2 (18 days), Octobsr B-17 (10 days),
and Octobar 19-22 (4 days) and review'of the
Beptember and Cotober 2010 MAR revealsd no
documented evidence that the prescribed

Review of the October and Navembar 2010
Bowel Information Tracking Logs reveated no
dosumented evidence of edequate BM's fram

November MAR revealed Laoctulose was given on
11/04/10 and 11/08/10. There was no
documented evidance any other bowel
medicatlona were administered.

interview on 11/24/10.at 10:30 PM with Ligensed
Practical Nurse #1 revealsd Bowal Care protoco!

was not followed. The nurse stated according to’ |

ttie Bowsl Care Protoco), Resldent #3 should
have received Lactuloge, Dulcolax, and Flesis
enema aeveral times. LPN #1 stated the Certilied
Medication Technigians (CMT) examine the bowel
logs daily, give the Lactulose when needed and
notify the nurge when it was given, She further
stated she was unabls to find documentation
regarding the Physician being notilied of the
change in bowel elimination for Resident #3,

3. Raview of the ¢linical record revealed
Resldent #4 waa admitted on 06/30/10 with
diagnoses which included Ovarlan Cancer and
Nausea/Vomiting.

Review of the Significant Change Admission
Minlmum Data Set (MD8) Assessment dated
09/11/10, and Admiselon MDS Assessmant dated

F 309
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Continued From page 16

07/13/10 revealed the iaclhty assessed lhe
resldent as having constipation,

Review of the Cnmprehansive Pian of Care dated
08/16/10, revealed the resldent was at risk for
constipation due o decreased mability and
"routine” use of pain medications. The Plan of
Care revealed interventions which included:
adminlstering medications as ordered, monitoring
bowel movement (BM) each shift, and reporting i

Review of a Computed Tomography (CT) Scan’
report, dated 00/07/10 revealsd findings which
included probable constipation and fecal

impaction.

Review of {he August, September, Octeber, and
November 2010 Monthly Physiclan Orders
revealod orders for Fiberglas (bulk-forming
laxative for constipation) tablet every day and
Blsacodyl (laxative for constipation) 10 milligram
rectal suppository every three (3) days. Continued
review reveated orders for Lactuloss (synthetic
sugar laxative for constipation) thirty (30)
milliliters by mouth every four (4) hours PRN (as
needad), Bisacody! ten (10) milligram rectal
suppository every day PRN and Enema
diaposable Fleet type (sallne laxative for
constipation) once dally PRN.

Review of Resldent #4's August, Seplember,
Oatober and November 2010 Bowel Information
Tracking Loga revealed no documented evidence
of adeuate (per the faciiity's policy) bowel
ellmination from 08/13/10 through 08/19/10,
seven (7) days, from 08/31/10 through 09/06/10,
sevan (7) days, 09/23/10 through 09/29/10 seven
7) days 09/30/10 through 10/06/10, seven (7)

F 309
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days; and 10/27/10 through 11402/10, seven (7)
days.

Reaview of the resident’s medical record revealed

1no documented evidancs the fecllity Implemented
the Bowel Care-Protocol, Including administration
of as needed bowe! medioatlons. or notitication of ‘

thé resident's physiclan when the resident did not T
have adequate bowel movements.

4, Review of Residem #7's clinical record
revesled diagnoses which includad Osteoarthrilis,
Diabetes Mellitus and Bllsteral Knee
Replacement, .

Review of the Annual Minimum Data Set (MDS)
Assessment dated 04/16/10, revealed the facility
rssessed Resident #7 as having moderate
impairment in cognitive skills and requiring
axtensive assistance with most Activitles of Dally
Living. Furthor review of the resident's MDS
Assessment revealed the facllty assessed the
resident as having no constipation, '

Review of the Comprehensive Plan of Care dated
10/18/10 revealed the resident had Impaired
Bowel Elimination with Gccagional Constipation.

| The Interventions Included: administering
medication &s ordered; monitoring bowel
movament (8M) each shlﬂ, and reponting if no BM
| every two (2} to three (3) days.

‘Review of the Qctober and November 2010
Monthly Physiclan Orders revealed orders for
Lactulose (a laxative) twenty (20) miliiiters by
mouth a8 needed for constipalion and Blsacody!
tan (10) milligram rectal suppository once a day
as nesded for conatlpation.
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- Review of Resident #7's Oc¢tober 2010 and

| 10/28/10 through 11/03/10 seven (7) days,

* | movement in three (3) days, the Bowe! Protocol

Continued From page 18

November 2010 Bowe! Informatiqn Tracking .
Logs revealed no documented evidence of
adequate {as noted in in the facility's pollcy) bowe!
glimination fram 10/10/10 through 10/14/10, five
(5) days; 10/16/10 through 10/19110, four (4)
deys; 10/21/10 through 10/26/10, six (6) days;

11/08/10 through 11/10/10, five (6} days: and
1417110 through 1121110, five (5} days.

Review of the resldent's medical record revealed
no documented evidence the faclitty tollowed the
Bowet Care Protacol. Further raview revealed -
the faoility failed to follow the Plan of Care related
to adminietering ae needad (PRAN) medications as
ordered and reporting If the resident had no bowel
movement every two (2) to three (3) days.

Interview With LPN #2 on 11/2410 at 11:20 AM
revealed if & resident did not have a bowel

should be initiated. She stated she would not
count a small bowel movement &s adequate far
most residents. Sha further steted the physiclan
should be notifled |f there were no resuits after
implementing the bowel protocol. Contlnued
interview revealod all PRN medications
atministered, and resuits obtalned after
administering the medications, shoukl ba
dosumented on the MAR. .

483.78(0)(1) QAA
COMM|TTEE-MEMBERSIMEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physiclan designated by the

F 308 .

It is and was on the day of survey
the policy at Qakmont Manor

to maintain a Quality Assurance
Committee that identifies issues
and develops and implements plans
of action to correct quality
deficiencies.

F 520
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fadllity; and &t least 3 other members of lhe 1, Remder_\? #1no |Pnger resides
facility's staff. in the facility. Resident #3, #4, and
. g #7 medical records have been
The q‘;&"“’ asse‘t’:s’:'rm ?"d “:5:'1““'3 it reviewed and have bowel patterns
committee meets at least quarterly to Identify . .
lasues with respseot to which quality assessment established. This was cot:n pleted
 and gssurance activities are necessary; and on November 29, 2010 by
develops and implemants appropriate plans of the Unit Coordinator,
action to carrect ldentifiad quality deficlencies.
2. All other residents medical
A State or the Secretary may not require
dieclosure of the records of such commiities records have been reviewed
‘except insofar as such disclosure s related to tha to ensure a howel pattern has
complianoe of such commitiee with the been astablished and to
requirements of this section’ determine MD notification had
Gaod fafth attempta by the committee to Identify occured. This was "
and correct quality deflciencies will nat be used as completed on November 29
a bagls. for sanctions. by the QA nurse,
This REQUIREMENT is not met as evidenced 3. Alllicensed Staf.f have bien
by: . educated by the Durectol: 0
Baged on infervlew and record review it was Nursing on December 6™ on
determined the faaility failad to identily the failure | Program and
|to implement the fecillty's Bowe! Care Protocal to The.g"“:f e to
engure regular bowet movements for four (4) of Notification of Lhang
nine () sampled residents (Residents #1, #3, #4 Physician.
. :.nd #;t):l Residents #1, #3, #4, and #7 2lld not Audits are being completed
ave adequate bowel movemants. as defined per i the Director of Nursin
facility policy, for periods ranging from four (4) to :::‘; c:)er.A nurse to determin eg
iwenty (20) days. Record review revealed the ) ve o -,
facllity falled to foliow the!r Bowe! Care Protocol timely Notification of Physician.
regarding the adminiatration of madications and audits are being completed on
gotiﬂoaiiltgn g;ghy:tlci?nst th:,e u?uallt;'::mssfml'lanea Mondays and Thursdays by the
ommitiea had not identified the syatem faliure,
and had not inifiated corredtive action to correct QA.nurse to assure that all
the deticisncy. residents have had an adequate
' bowel movement in three days.
FORM CMB-2867(02-99) Frevious Varsiony Obsolote Event ID:PINS1Y Faciity 1D: 100523 | it mr;unuatlon sheet Page R0of24



v a

DEPAR

L

TMENT OF HEALTH AND HUMAN SERVICES |

LVl Lot 20N VaRiRun U mall9rl

e, /%00 T
PRINTED: ' 12110/2010 .

FORM APPROVED
. : - -OMB NO: 093B-0881
0 P ——iet v e
_| 8TATEMENT OF OEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONBTAUCTION * (%8) DATE BURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER; ' ) COMPLETED
\ A. BUILDING
C
| | 185250 B WiNG 11/24/2010
NAME OF PROVIDER OR SUPPLIER - STREET mﬁass CITY, armg. ZIP CODE
onvucyTUAOR e 020k
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORREGTION ' )
PRERIX Aeaoﬂ DEFICENCY MUST RE PRECEDED BY FULL PREFX {EACH OORREGYIVE AQTION SHOULD BE QOMPLETION
TAG EGULATORY DA LEQ IDENYIFYING INFORMATION) TAG CROSBE- REI_’EHESI:ED TO THE APPROPRIATE DATE
" Rt 1 s gtz on o, aer | | ASpartf th alitys onglng
as hos o r )
failure to implament the Bowel Care ProtoJuoI or Quality assuranr:e prc;‘gram‘the
notify,the resident's physician regarding the lack Director of Nursing will review
of bowel movements by the rasident, The daily shift reports and nursing
resident was at:’n}ltted with dlagnoges including documentation to ensure all
gonstipation and fecal impaction. The resident
under surgical intervention and placement ofa change of status has .b?en
colostomy. reported to the physician.
The findings Include: 4, The Quality Assurance
Committee met on December
Review of the faciiiy's Bowel Care Pratool 13" t0 reviow the resulte of the
(undated) revealed a residont must have at least \ -
one (1) large or two (2) medium bowel aforementioned audits and to
movements every thrae (3) daya to be considered determine compliance.
adequats.
1. Resident #1 was admitted to the faciity on Alllicensed nursing staff r."“is
109/2410. Review of Bowel Information Tracking . been in-serviced on physician
Logs for Septembar and October of 2010 notification on December 6 by
revealed no evidence Resldent #1 had a howel DON. The quality assurance
movement for eleven {11) days, from 08/24/10 lo : hi
10/04/10. The tracking log indicated the resident :°";|T'tteetw!" mee:r:: ‘;::us'f o
had a medium bowel movemsnt dn 10/07/10, a or the next six month &
small bowal movement on 10/10/10, and a small on any changes in resident
bowel movameant on 10/13/10, n adduion. conditions. The daily audits
%pp"?eﬂilon':; :29 ?:\r:l '?3‘3"“'.‘,‘,’ {he tracking conducted by the DON will be
S rovea o resident did not have an
adequéte bowe! movement for twenty (20) days, sun)marized and repo.rted
. | from 08/24/10 10 10/14/10. There wes no - during the aforementioned
evidence the physiclan was notifled regarding the meeting.
resident's lack of bowe! movements nor
interventions Implementsd t¢ sngure the resident December 14, 2010
had tegular bowel movements. ‘ .
Review of hospltal records, Including an
abdominatl x-ray dated 10/16/10, and a
Computerized Tomography (CT) scan, dated -
10!1 610, revealed Resident #1 had alarge
FORM ousw(oeuasy Previous Varelons Obaolate Event ID; PING11 Facility |D: 100523 i continuation sheet Page 21.0f24
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amount of sico! in the rectosigmoid portion of the
geion, consistent with fecal impaction. In
addition, hospilal records indicated the resident
‘underwent surgical Intervention, with placement
of & colostomy on 10/21/10.

2. Reskient #3 was adgmitted to the tacility on
05/18/09. Review of the resident's medical
record revealed no documented evidence of an
gdequate bowel movement, per the facllity's
Bows! Care Protocol, from September 16 -
October 2 (18 days), October 8-17 (10 days), and
Qctobeér 18-22 (4 days). During November, 2010,
there was rio evidence of an adequate bowel
maovement between October 26 and November 6
{11 days), and Novembar 8 and November 23 (16
days). Review of the MAR for September and
.Ootober of 2010 revealed nc documentad
evidence the Bowel Care Protoco) was followed
with interventions implemented to ensure regular
bowel movements. In addition, there was no
evidence the physician was notiflad related to the
resident’s bowel status.

3. Racord review revealed Resldent #4 was
adiitted to the faciiity on 06/30/10. Review of
Resldent #4's medical record revealed no
documented evidence of adequate bowel
elimination from 08/13/10 through 08/1910, five
{5) days; from 08/81/10 through 08/06/10, six (8)
days, 09/23/10 through 09/28/10, seven (7) days;
10/01/10 through 10/06/10, six {6) days; and
10/28/10 thraugh 11/02/10, &ix (6) daye. There
was no evidenoce the facllity followed the Bowe!

‘| Care Pratocal, including medication adminlsterad
to ensure regular bowel movents, nor notification
of the resident's physician regarding the lack of
bowe! movements. '
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'] irterview with the Unit Manager whére Residants

'| Tracking Log, the faclifty utilized an additiona)

| Fridays, but had not [dentified any concerns with
‘the Bowsl Care Protocol implementation. She

_| movement in three (3) days to be adequate.

Continugd Frem page 22

4. Record review rovealed Resident #7 was
admitted to the facllity on 09/28/04. Review of the
resident's medical racord revealed no
documented evidenca of adequate bowel
ellmination frem 10/10/10 through 10/14/10, five
(8) days; 10/16M0 through 10/18/10, four (4)
days; 10/21/10 through 10/26/10, six (6) days;
10/28/10 through 11/03/10, seven (7) days;
11/06/10 through 11/1010, five (§) days; and
11/17/10 through 11/2110, live (5) days. there
was 1o -gvidence faclity staff Implemented the
Bowel. Care Protogo! for Resident #7.

#1, #3, and #7 reside, on 11/24/10 at 11:55 AM,
revealed in addition 1o the Bowe! Information

form she referred to as tho Bowel Log. She
stated she reviewed the Bowel Log three (3)
mes & waek, on Mondays, Wednesdays, and

further stated this log was an internal record and
not part of the medical récord. She described the
Bowel Log as a communication too) beiwaen ihe
Cenlified Medical Teghniclans (CMTs) and the
nurses,

Continued Interview with the Unit Manager {UM)
reveeled she considered one (1) medium bowal

U&qn reviewing the Bowel Care Protocol with the
UM, she atated she had not been aware one (1)
medium bowel movement was not adequate, per
the factlity's protacol. The UM was uneware
Resident #1 had not had an adequate bowel
movement for iwenty (20) days.

Interview with the CQI/QA Coordingtor on

F 520
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11/24/10 at 12:45 PM, revealed the commitiee
met monthly to-devalop action plans for Identified,
problems. She stated weekly meetings were held )
to check the prograss of the plan. She explained .
gince the Introduction of the Minimum-Data S#t
3.0 Version on-10/0110, the matrix was used to
identify trigpered areas for foliow-up by the QA
Committee, Continued Interview revealad any
. araas 'on the matrix that fell in the 76th percentile
were reviewed by the committee, The CQI/QA
Coordinatof explainad that bowsl management
hed not triggersd for further review, and was not
baing tracked by the Committee.
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